Dear Editor,
We wish to thank Professor Becker for his observations and insightful comments with regard to our recent case report article. We would appreciate the opportunity to answer his queries that have arisen from it.
With regards to Treatment plan #1: the deflection of the nickel-titanium 'piggy-back' wire shown in Figure  6 is indeed more excessive than normal but it demonstrates the increasing exasperation of the operator at the time! A variety of (more normal) 'partial' ligation techniques had also been attempted but with little success. Metal ligatures are always used on the teeth adjacent to the ectopic tooth and the remaining elastomeric modules would all have been pre-stretched in an attempt to reduce the overall friction. In addition, the auxiliary wire would be 'released' at each visit and checked for free sliding and any evidence of permanent deformation.
With regards to Treatment plan #2: in some treated cases, it is easy enough to blame patients for slow tooth movement due to poor compliance with elastic wear. However, despite minor issues with breakages, we do not feel that a lack of compliance was a significant problem with this particular patient. The patient was keen for treatment and he consistently maintained a high level of oral hygiene. It is most likely that our cross-elastic mechanics were not appropriate for moving such a canine as it probably relied on him talking or eating non-stop to be effective! With regards to Treatment plan #3: although we have no way of proving it, our feeling was that the combination of: a) the significant medial inclination of the palatal canine crown close to the midline, b) with its root apex probably 'pivoting' on the inner aspect of the buccal cortical plate, and c) the physical lack of good, cancellous bone on the buccal aspect, enabled the tongue dorsum to have a 'flattening' effect on the canine crown which counteracted our buccally applied traction forces. The modified trans-palatal arch may have interfered with this equilibrium by keeping the tongue away from occupying its usual position in the palatal vault. A cone-beam CT scan of the area may have shed some more light on the quantity of bone available as well as the 3D spatial position of the root apex. We can assure Professor Becker that we did consider a large number of possible complicating factors! Hindsight is a wonderful thing but would we do anything differently if given the chance again? Due to the proximity of the canine to the palatal midline, we might consider a 'closed' surgical exposure technique as the tooth wouldn't have had the opportunity to erupt further in an 'unfavourable' direction. In addition, the traction forces would be able to act without additional, adverse soft tissue forces possibly playing a part. The downside of this option is, of course, the increased risk of bond failure which would then require the patient to undergo an additional surgical procedure with the usual inherent risks and morbidity. One thing is for sure, orthodontics is never dull!
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